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In the Dark of Night
The	  sun	  has	  set	  in	  Antananarivo	  and	  the	  neighborhoods	  are	  transforming.	  	  Mothers	  take	  
their	  children	  home.	  	  Shopkeepers	  close	  up	  their	  wares.	  	  A	  few	  tourists	  stroll	  around,	  blind	  
to	  the	  scenes	  taking	  place	  in	  the	  shadows.	  	  In	  the	  park	  just	  across	  from	  the	  PresidenEal	  Pal-‐
ace,	  peer	  educators	  in	  green	  long-‐sleeve	  polo	  shirts	  quietly	  approach	  park	  benches	  and	  
their	  occupants.	  	  They	  have	  something	  to	  say.

Like	  in	  much	  of	  Africa,	  homosexuality	  is	  taboo	  in	  Madagascar,	  and	  thus	  it	  is	  hidden.	  	  Men	  
who	  have	  sex	  with	  men	  (MSM)	  keep	  their	  affairs	  secret	  from	  almost	  everyone.	  	  Occasional	  
websites	  and	  chat	  rooms	  may	  open	  up	  a	  dialogue,	  but	  few	  people	  will	  admit	  to	  being	  MSM.	  	  

The	  most	  visible	  populaEon	  of	  MSM	  are	  those	  who	  sell	  sex	  aNer	  dark	  in	  city	  parks	  and	  other	  
quiet	  locales.	  	  Since	  the	  hourly	  hotels	  refuse	  to	  rent	  a	  room	  to	  them,	  the	  men	  have	  sex	  be-‐
hind	  bushes	  or	  fences,	  with	  no	  protecEon	  from	  occasional	  police	  harassment1.	  	  These	  en-‐
counters	  are	  transacEonal	  in	  nature.	  	  One	  man	  will	  wait	  quietly	  in	  the	  park,	  looking	  for	  
someone	  to	  approach	  him.	  A	  price	  is	  negoEated.	  	  Condom	  usage	  is	  discussed	  with	  a	  verdict	  
oNen	  depending	  on	  the	  price.	  	  And	  then	  a	  locaEon	  is	  found.	  	  ANerwards,	  the	  sex	  worker	  
returns	  to	  his	  quiet	  waiEng	  game,	  looking	  for	  another	  client.	  	  This	  can	  happen	  many	  Emes	  a	  
night.

The	  peer	  educators	  in	  the	  green	  polos	  talk	  with	  the	  men	  siPng	  on	  the	  park	  bench.	  	  These	  
are	  usually	  the	  sex	  workers,	  killing	  Eme	  between	  clients.	  	  The	  peer	  educators	  –	  who	  know	  
the	  work	  and	  someEmes	  ply	  the	  trade	  themselves	  –	  pass	  out	  leaflets,	  free	  condoms,	  and	  
someEmes	  packets	  of	  lube	  and	  vouchers.	  	  The	  vouchers	  provide	  access	  to	  quality	  health	  
care	  clinics	  where	  the	  men	  can	  get	  tested	  and	  treated	  for	  Sexually	  TransmiSed	  InfecEons	  
(STIs)	  and	  tested	  for	  HIV.	  	  The	  nearest	  clinic	  is	  just	  across	  the	  street.

Finding	  a	  good	  doctor	  is	  important	  because	  the	  effects	  of	  high-‐volume	  gay	  sex	  work	  are	  
someEmes	  difficult	  to	  hide.	  	  Syphilis	  and	  other	  sexually	  transmiSed	  diseases	  are	  endemic	  
here	  and	  there	  are	  few	  ways	  to	  explain	  away	  anal	  sores	  to	  an	  unfriendly	  physician.	  	  The	  
medical	  profession	  is	  not	  immune	  from	  sEgmaEzing.	  

The	  men	  who	  come	  to	  the	  park	  looking	  for	  sex	  are	  either	  not	  Malagasy	  or	  are	  Malagasy	  but	  
don't	  idenEfy	  as	  gay.	  Many	  are	  looking	  for	  quick	  sex	  and	  then	  a	  return	  to	  their	  lives,	  oNen	  
with	  their	  wives	  and	  children.	  	  To	  researchers,	  these	  people	  are	  lost	  to	  follow-‐up.	  	  They	  can	  
neither	  be	  found	  later	  nor	  will	  they	  discuss	  their	  lives	  and	  behaviors.	  	  Instead,	  the	  men	  who	  
work	  the	  park	  and	  charge	  for	  their	  services	  –	  charge	  more	  than	  female	  sex	  workers	  –	  are	  
the	  researcher’s	  best,	  and	  oNen	  only,	  link	  to	  the	  lives	  of	  MSM	  in	  Madagascar.

Malagasy	  MSM,	  many	  of	  whom	  sell	  sex,	  test	  posiEve	  for	  HIV	  at	  a	  rate	  of	  14.7%,	  nearly	  100	  
Emes	  higher	  than	  pregnant	  women	  seeking	  prenatal	  care.	  	  They	  have	  the	  highest	  concen-‐
traEon	  of	  HIV	  cases	  on	  the	  island	  naEon,	  however	  there	  are	  few	  good	  esEmates	  of	  their	  
numbers.	  	  There	  is	  even	  less	  data	  about	  their	  male	  clients.	  	  

In	  Madagascar,	  MSM	  have	  seen	  some	  progress	  in	  the	  last	  few	  years.	  	  MSM	  and	  transves-‐
Etes	  who	  sell	  sex	  have	  organized	  themselves	  into	  associaEons,	  oNen	  teaming	  their	  efforts	  
with	  female	  sex	  workers	  to	  demand	  rights,	  seek	  services,	  and	  reduce	  sEgma.	  	  However,	  
many	  MSM	  sEll	  feel	  too	  sEgmaEzed	  to	  join.	  	  They	  fear	  exposure	  of	  their	  nocturnal	  acEviEes,	  
and	  some	  –	  maybe	  many	  –	  do	  not	  even	  idenEfy	  as	  gay.	  

Malagasy	  peer	  educators	  come	  from	  this	  sub-‐culture.	  	  They	  dress	  as	  men	  –	  for	  the	  most	  
part	  –	  and	  they	  link	  together	  the	  shadowed	  world	  of	  the	  MSM	  sex	  worker	  with	  the	  efforts	  
to	  fight	  HIV/AIDS.
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1Technically, homosexuality is legal in 
Madagascar, although each party must 
be over 21 years of age, whereas het-
erosexual commercial sex workers must 
register with authorities to show that they 
are over 18.



The Bigger Fight
Madagascar	  suffers	  from	  high	  STI	  rates	  and	  fecundity	  with	  only	  about	  one	  condom	  
distributed	  per	  year	  per	  male.	  	  It	  can	  be	  crudely	  said	  that	  the	  Malagasy	  are	  not	  hav-‐
ing	  less	  sex	  or	  using	  more	  condoms	  than	  those	  on	  the	  other	  side	  of	  the	  Mozambique	  
straights.	  	  However,	  the	  island	  naEon	  benefits	  from	  a	  natural	  barrier	  against	  vehicu-‐
lar	  traffic	  from	  mainland	  Africa	  and	  near	  universal	  male	  circumcision.	  	  These	  natural	  
dynamics	  help	  account	  for	  the	  low	  HIV	  prevalence	  among	  the	  general	  populaEon.

USAID’s	  efforts	  to	  reduce	  the	  spread	  of	  HIV	  in	  Madagascar	  are	  low-‐dollar	  by	  regional	  
standards.	  	  The	  U.S.	  government	  spends	  a	  mere	  two	  million	  dollars	  a	  year	  on	  HIV	  
programming	  in	  Madagascar,	  and	  that	  number	  is	  slated	  to	  be	  halved	  and	  then	  elimi-‐
nated	  in	  two	  years’	  Eme.	  	  The	  funding	  is	  routed	  through	  two	  Non	  Governmental	  Or-‐
ganizaEons	  (NGOs)	  who	  in	  turn	  work	  through	  local	  groups	  and	  associaEons.	  	  With	  
these	  limited	  funds,	  USAID	  focuses	  its	  efforts	  across	  several	  risk	  groups,	  including	  
MSM,	  female	  commercial	  sex	  workers	  (FSWs),	  the	  clients	  of	  female	  commercial	  sex	  
workers,	  and	  youth,	  collecEvely	  known	  as	  most	  at-‐risk	  populaEons	  (MARPs).	  

With	  the	  excepEon	  of	  youth,	  it	  is	  very	  difficult	  to	  know	  the	  size	  of	  these	  risk	  group	  
populaEons.	  	  In	  fact,	  just	  defining	  them	  is	  a	  challenge.

Female	  commercial	  or	  transacEonal	  sex,	  for	  example,	  ranges	  from	  women	  waiEng	  at	  
bars	  or	  nightclubs	  looking	  for	  a	  John;	  to	  a	  young	  girl	  who	  is	  offered	  to	  a	  visiEng	  digni-‐
tary	  for	  sex;	  to	  a	  university	  student	  waiEng	  for	  a	  rich	  tourist	  to	  call	  her	  cellphone;	  to	  
a	  homeless	  girl	  selling	  sex	  to	  feed	  her	  siblings.	  	  The	  price	  of	  a	  single	  sexual	  encounter	  
can	  vary	  from	  over	  $100	  USD	  to	  barely	  25	  cents	  USD.	  	  

Men	  who	  have	  sex	  with	  men	  are	  similarly	  varied.	  	  Some	  dress	  in	  women’s	  clothes	  
and	  sell	  sex	  in	  parks	  and	  street	  corners.	  	  Others	  sneak	  away	  from	  their	  hetero-‐
normaEve	  lives	  to	  buy	  sex	  in	  the	  park.	  	  It	  is	  not	  clear	  how	  many	  men	  seek	  out	  non-‐
financially-‐linked	  sex,	  either	  through	  the	  Internet	  or	  a	  clandesEne	  bar	  scene.	  	  

Different	  partners	  have	  different	  preferences,	  as	  do	  the	  male	  sex	  workers	  (MSWs)	  
who	  work	  the	  park.	  	  Some	  idenEfy	  as	  “dogs”	  or	  “tops”	  and	  prefer	  to	  be	  the	  penetrat-‐
ing	  partners.	  	  Others	  will	  only	  be	  “nats”	  or	  “boSoms,”	  choosing	  instead	  to	  be	  pene-‐
trated.	  	  Some	  have	  no	  preference.	  	  

For	  reasons	  of	  access	  and	  efficacy,	  USAID's	  efforts	  focus	  on	  the	  most	  visible,	  highest	  
risk	  groups	  -‐	  those	  at	  the	  far	  ends	  of	  the	  spectra.	  However,	  this	  approach	  ignores	  
many	  who	  are	  also	  at-‐risk.

USAID	  uses	  several	  tools	  to	  reach	  out	  to	  these	  high-‐risk	  groups,	  including	  training	  
peer	  educators,	  capacity	  development	  with	  local	  associaEons	  and	  networks,	  and	  
strengthening	  the	  supply	  of	  and	  demand	  for	  health	  care	  services	  to	  deal	  with	  HIV	  
and	  sexual	  health	  issues.	  	  	  Each	  of	  these	  approaches	  has	  clear	  and	  direct	  outputs	  
that	  relate	  to	  HIV	  prevenEon,	  care	  and	  treatment.	  	  Each	  also	  has	  a	  wider	  impact	  that	  
cannot	  be	  measured	  solely	  in	  HIV-‐specific	  outcomes2.	  	  The	  effects	  of	  these	  programs	  
cross	  health	  sectors	  and	  diseases	  and	  jut	  decisively	  into	  the	  areas	  of	  access	  to	  health	  
care,	  human	  rights,	  and	  reproducEve	  health.	  	  In	  each	  of	  these	  areas,	  USAID’s	  HIV	  
intervenEons	  have	  clearly	  demonstrated	  progress.

________________________________

2It is debatable whether this can be 
accurately measured at all in this con-
text.  The low overall prevalence of HIV 
in Madagascar requires massive sam-
pling in order to show movement over 
time.  The difference between a 0.15% 
prevalence and a 0.21% prevalence 
requires thousands of samples to con-
clusively prove – and is heavily reliant 
on the sampling methodology – and 
then remains barely statistically signifi-
cant.  Similarly, using randomized test-
ing data among stigmatized subpopula-
tions is equally problematic as there is a 
large sampling bias towards accessible 
populations who are concerned enough 
to get tested.
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Equal Rights
For	  many	  years,	  HIV	  in	  Madagascar	  was	  almost	  mythical.	  	  Everyone	  assumed	  that	  HIV	  
had	  to	  exist	  in	  Madagascar.	  	  The	  island	  was	  a	  short	  flight	  from	  a	  dozen	  countries	  with	  
epidemic	  and	  hyper-‐epidemic	  situaEons.	  	  STI	  rates	  and	  ferElity	  were	  high.	  	  Condom	  use	  
was	  rare	  and	  sex	  work	  was	  clearly	  evident.	  	  But	  the	  data	  was	  not	  present.	  	  In	  fact,	  ante-‐
natal	  clinics	  would	  test	  hundreds	  and	  someEmes	  thousands	  of	  clients	  without	  showing	  a	  
single	  HIV-‐posiEve	  mother-‐to-‐be.	  	  Was	  USAID	  wasEng	  its	  money	  looking	  for	  HIV	  where	  
there	  was	  none?

One	  day,	  a	  USAID	  implementer	  noEced	  that	  there	  was	  an	  overlap	  between	  the	  people	  
aSending	  the	  meeEngs	  of	  a	  transgender	  associaEon	  and	  those	  aSending	  a	  Persons	  Living	  
with	  HIV	  and	  AIDS	  (PLWHA)	  group.	  	  A	  connecEon	  was	  made.	  	  The	  implemenEng	  partner	  
dove	  into	  the	  world	  of	  Madagascar’s	  transgender	  populaEon	  and,	  by	  connecEon,	  the	  
Malagasy	  men	  who	  have	  sex	  with	  men3.	  	  

Malagasy	  MSM	  are	  defined	  largely	  by	  their	  extreme	  examples.	  	  Self-‐idenEfying	  MSM	  are	  
oNen	  those	  who	  sell	  sex	  and	  someEmes	  those	  who	  cross-‐dress.	  	  These	  behaviors	  are	  en-‐
Erely	  taboo	  in	  Malagasy	  culture	  and	  result	  in	  clandesEne,	  hidden	  populaEons.	  	  These	  
hidden	  populaEons	  are	  largely	  powerless.	  	  

They	  face	  police	  harassment.	  	  ONen,	  they	  are	  thrown	  out	  of	  their	  homes	  and	  face	  vio-‐
lence	  on	  their	  own	  “like	  dogs	  on	  the	  street.”	  In	  one	  report,	  an	  MSM	  associaEon	  member	  
was	  aSacked	  and	  raped	  with	  an	  iron	  bar.	  In	  another	  case,	  an	  MSM	  was	  decapitated	  and	  
his	  house	  burnt	  down.	  	  Even	  less	  extreme	  examples	  show	  a	  Malagasy	  society	  intolerant	  
of	  differences.	  	  SomeEmes	  even	  health	  centers	  refused	  to	  treat	  MARPs	  or	  would	  insist	  
that	  they	  wait	  unEl	  all	  other	  paEents	  had	  been	  seen.

USAID	  sought	  to	  empower	  MSM	  and	  reduce	  the	  sEgma	  that	  drives	  them	  
underground.	  	  This	  strategy	  was	  forwarded	  to	  improve	  human	  rights	  and	  
program	  effecEveness.	  	  MSM	  needed	  to	  feel	  empowered	  in	  order	  to	  
self-‐idenEfy	  and	  not	  fear	  accessing	  services,	  and	  program	  implementers	  
needed	  to	  reach	  out	  to	  a	  populaEon	  defined	  largely	  by	  its	  anonymity.

The	  soluEon	  was	  to	  work	  through	  MSM	  associaEons	  that	  required	  support	  
in	  order	  to	  assert	  themselves.	  	  These	  organizaEons	  started	  as	  ragtag	  groups,	  
disconnected	  and	  unofficial.	  	  With	  small	  grants	  alongside	  technical	  assistance	  
to	  develop	  capacity	  provided	  by	  USAID,	  they	  became	  registered	  associaEons,	  
with	  membership	  lists,	  acEve	  support	  networks,	  agendas,	  and	  demands.	  	  They	  were	  
trained	  in	  their	  rights,	  and	  they	  became	  the	  voice	  of	  a	  community	  that	  had	  been	  
disenfranchised	  for	  as	  long	  as	  anyone	  could	  remember.	  They	  knew	  how	  to	  access	  
services	  and	  could	  serve	  as	  peer	  educators.

The	  men	  themselves	  began	  to	  trust	  USAID	  implemenEng	  organizaEons	  and	  their	  
brands.	  	  TOP	  Réseau	  clinicians	  were	  sensiEzed	  and	  trained	  to	  provide	  quality	  care	  
for	  MSM.	  	  The	  clinicians	  learned	  about	  MSM’s	  unique	  medical	  
needs	  and	  how	  to	  behave	  in	  a	  non-‐sEgmaEzing	  manner.	  	  
On	  the	  paEent	  side,	  MSM	  were	  eager	  to	  access	  
non-‐sEgmaEzing	  medical	  services,	  all	  too	  
aware	  that	  certain	  medical	  condiEons	  could	  
instantly	  idenEfy	  their	  behaviors.

__________________________________________________

3 In retrospect, there’s a certain amount of clear 
logic here.  Madagascar’s 98% rate of traditional 
circumcision makes female-to-male heterosexual 
HIV transmission difficult, despite the high rate of 
ulcerative STIs. 
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4Mark ESCOMB 2009
5Mark PSI in-house research monitoring, 
TRaC 2009
6Mark DHS 2009

The	  MSM	  associaEons	  began	  to	  demand	  their	  human	  rights,	  too.	  	  They	  approached	  
community	  leaders	  and	  those	  in	  power	  and	  demanded	  that	  discriminaEon	  stop.	  	  Com-‐
munity	  members	  who	  refused	  to	  rent	  rooms	  to	  presumed	  MSM	  were	  educated	  in	  
Malagasy	  law.	  	  Another	  USAID	  project	  began	  training	  MSM	  to	  request	  services	  and	  be-‐
come	  acEve	  parEcipants	  in	  their	  communiEes.

These	  efforts	  seem	  to	  be	  having	  other	  posiEve	  effects.	  	  Due	  to	  large-‐scale	  distribuEon	  
through	  USAID’s	  social	  markeEng	  program,	  about	  118	  million	  condoms	  were	  made	  avail-‐
able	  in	  Madagascar	  between	  1996	  and	  2011.	  	  ConsequenEally,	  condom	  use	  has	  increased	  
to	  74%	  among	  MSM,	  63%	  among	  FSW	  clients,	  and	  86%	  among	  FSW.	  	  However,	  condom	  
use	  among	  youth	  remains	  low:	  	  8%	  among	  male	  youth	  and	  6%	  among	  female	  youth.	  

Above	  all,	  MSM	  are	  now	  accessing	  health	  care	  at	  higher	  rates,	  gePng	  tested	  for	  HIV	  and	  
gePng	  treated	  for	  STIs	  more	  oNen.	  	  They	  now	  dare	  to	  think	  of	  a	  life	  beyond	  selling	  sex,	  
where	  computer	  training	  or	  other	  vocaEonal	  skills	  can	  provide	  beSer	  lives.
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Saraha	  said	  it	  didn’t	  used	  to	  be	  this	  way.	  	  She	  was	  walking	  around	  downtown	  Antanana-‐
rivo	  a	  few	  hours	  aNer	  the	  sun	  had	  set,	  on	  the	  outskirts	  of	  a	  mid-‐range	  hotel	  with	  hidden	  
hourly	  hotels	  next	  door.	  	  The	  girls	  were	  lined	  up	  alone	  or	  in	  small	  groups;	  some	  looked	  
barely	  thirteen	  years	  old,	  most	  looked	  consumed	  with	  hunger.	  	  These	  were	  not	  sex	  
workers	  by	  anything	  except	  desperaEon.	  	  The	  economic	  situaEon	  had	  been	  bad	  before	  
but,	  Saraha	  explained,	  la	  crise	  poli+que	  had	  made	  things	  worse.	  	  She	  said	  that	  some	  of	  
these	  girls	  were	  a	  result.

As	  she	  walked	  further,	  another	  girl	  wearing	  pants	  and	  a	  dark	  blue	  poncho	  said	  hello.	  	  The	  
poncho	  and	  its	  logo,	  Felana,	  which	  means	  flower	  in	  Malagasy,	  are	  the	  symbols	  of	  one	  of	  
Madagascar’s	  only	  assistance	  to	  these	  exploited	  girls.	  	  Its	  wearer,	  Volona,	  is	  a	  peer	  edu-‐
cator.	  	  She	  earns	  about	  a	  dollar	  an	  hour	  distribuEng	  condoms	  and	  leaflets,	  and	  talking	  
with	  the	  young	  girls	  about	  their	  sexual	  health.	  	  One	  girl,	  who	  looks	  about	  14,	  said	  that	  
she	  is	  pregnant.

Street-‐based	  female	  commercial	  sex	  workers	  in	  Madagascar	  did	  not	  come	  to	  their	  work	  
willingly.	  	  Many	  are	  from	  poor	  families	  and	  have	  few	  other	  opEons	  following	  the	  eco-‐
nomic	  collapse.	  They	  are	  set	  apart	  from	  their	  communiEes,	  both	  by	  poverty	  and	  sEgma.	  	  
Neighbors	  talk	  of	  “cleaning”	  their	  neighborhoods	  of	  sex	  workers.	  	  

In	  addiEon	  to	  showing	  prodigious	  rates	  of	  STIs,	  female	  CSWs	  in	  Madagascar	  also	  become	  
infected	  with	  HIV	  at	  10	  Emes	  the	  rate	  of	  the	  general	  populaEon.	  Despite	  this,	  some	  doc-‐
tors–	  although	  not	  TOP	  Réseau	  providers	  –	  refuse	  to	  treat	  them,	  either	  due	  to	  their	  own	  
sEgma	  or	  the	  fear	  that	  their	  clinics	  will	  become	  sEgmaEzed	  as	  havens	  for	  CSWs.	  	  	  	  

USAID’s	  implemenEng	  partners	  have	  trained	  over	  500	  peer	  educators	  targeEng	  youth,	  
MSM,	  FSWs	  and	  their	  clients.	  	  In	  addiEon	  to	  new	  skills,	  each	  receives	  a	  basic	  set	  of	  tools.	  	  
In	  her	  poncho,	  Volona,	  who	  herself	  sells	  sex	  on	  other	  nights	  of	  the	  week,	  has	  a	  backpack	  
full	  of	  help.	  	  She	  carries	  and	  distributes	  some	  of	  the	  10	  million	  condoms	  that	  USAID	  is	  
providing	  to	  Madagascar	  this	  year.	  	  She	  carries	  informaEon	  packets	  on	  STIs	  and	  safe	  sex.	  	  
And	  she	  carries	  vouchers	  that	  provide	  subsidized	  medical	  care	  at	  TOP	  Réseau	  clinics.	  	  

Looking	  friendly	  and	  sociable,	  Volona	  talks	  with	  the	  girls	  about	  negoEaEng	  condom	  use	  
with	  their	  clients,	  who	  will	  oNen	  pay	  a	  premium	  for	  unsafe	  sex.	  	  In	  2010	  alone,	  USAID-‐
financed	  programs	  reached	  over	  60,000	  high-‐risk	  persons	  with	  informaEon	  and	  con-‐
doms,	  most	  of	  them	  sex	  workers	  and	  their	  clients.

What	  is	  shocking	  on	  a	  night	  out	  is	  the	  way	  that	  sex	  workers	  outnumber	  patrons	  at	  many	  
bars	  or	  cafes.	  	  This	  over-‐supply	  reduces	  each	  CSW’s	  negoEaEng	  power.	  	  One	  girl	  may	  
insist	  on	  using	  a	  condom	  with	  a	  client	  but	  her	  friend	  at	  the	  next	  barstool	  may	  not.	  	  That	  
said,	  years	  of	  effort	  have	  increased	  CSW	  condom	  usage	  with	  paid	  clients	  up	  to	  86%,	  al-‐
though	  usage	  drops	  to	  about	  50%	  when	  these	  same	  women	  have	  sex	  with	  their	  boy-‐
friends.

Under	  Malagasy	  law,	  female	  commercial	  sex	  workers	  are	  required	  to	  be	  at	  least	  eighteen	  
years	  old	  and	  to	  register	  with	  the	  authoriEes.	  	  Many	  CSWs	  seem	  to	  not	  meet	  the	  age	  
requirement.	  	  Age	  does	  not	  seem	  to	  be	  an	  issue	  for	  most	  clients,	  nor	  for	  the	  STIs	  that	  run	  
rampant	  on	  the	  island.	  

The Consequences of 
Economic Collapse
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The	  clinic	  looked	  more	  like	  a	  beach	  bungalow	  than	  a	  health	  care	  site.	  	  Sea	  breezes	  cut	  
through	  open	  windows	  twenty-‐four	  hours	  a	  day,	  keeping	  pace	  with	  the	  clinic’s	  hours.	  	  
Three	  doctors	  and	  three	  nurses	  kept	  watch	  over	  the	  local	  populaEon,	  with	  a	  long-‐built	  
trust	  for	  treaEng	  MARPs	  clients.

The	  TOP	  Réseau	  clinic	  offers	  a	  wide	  range	  of	  services,	  including	  tesEng	  and	  treatment	  of	  
STIs,	  tesEng	  and	  referrals	  for	  HIV,	  prenatal	  care,	  family	  planning,	  CSW	  check-‐ups	  and	  
general	  medicine.	  	  There	  is	  a	  pharmacy	  downstairs	  that	  can	  meet	  many	  needs	  –	  espe-‐
cially	  pills	  to	  treat	  embarrassing	  ailments.	  	  The	  staff	  knows	  many	  of	  the	  town’s	  peer-‐
educators	  who	  bring	  in	  their	  friends	  and	  make	  a	  direct	  connecEon	  between	  high-‐risk	  
populaEons	  and	  primary	  health	  care.

The	  problem	  with	  reaching	  MARPs	  groups	  was	  not	  simply	  limited	  to	  
behavior	  but	  to	  a	  lack	  of	  comfort	  with	  the	  health	  care	  system	  in	  
Madagascar.	  	  The	  country	  has	  3,000	  doctors	  but	  health	  care	  access,	  
especially	  among	  marginalized	  populaEons,	  has	  been	  weak.	  	  
OutpaEent	  clinics	  closed	  on	  weekends	  and	  lacked	  essenEal	  
medicines.

USAID’s	  efforts	  to	  improve	  health	  care	  for	  MARPs	  have	  relied	  on	  
enhancing	  the	  accessibility	  and	  quality	  of	  services	  among	  private	  
provider	  networks.	  	  Clinics	  needed	  training,	  standardizaEon	  and	  
the	  will	  to	  work	  with	  MARPs.	  	  USAID	  also	  needed	  to	  gain	  a	  beSer	  
understanding	  of	  the	  epidemic,	  which	  required	  increasing	  tesEng	  
and	  treatment.	  	  

The	  TOP	  Réseau	  private	  clinic	  program	  sought	  to	  change	  the	  status	  quo.	  	  
Clinicians	  were	  trained	  to	  take	  Eme	  with	  and	  listen	  to	  their	  clients,	  and
oNen	  received	  mulEple	  trainings	  over	  a	  period	  of	  years.	  	  Health	  care
clinics	  had	  minimum	  quality	  standards	  that	  they	  were	  obliged	  to	  
respect.	  	  EssenEal	  products	  and	  treatments	  were	  kept	  in	  stock	  
as	  a	  requirement.	  	  	  The	  TOP	  Réseau	  brand	  came	  to	  be	  seen	  as
a	  mark	  of	  quality.

Clinics	  were	  also	  directly	  linked	  to	  other	  USAID-‐sponsored	  
iniEaEves.	  	  Peer	  educators	  pass	  out	  vouchers	  to	  encourage	  
clients	  to	  come	  for	  low-‐priced	  counseling	  and	  STI	  treatments.	  	  
ONen,	  they	  accompany	  paEents	  on	  their	  first	  visit	  to	  the	  clinics	  –	  
aNer	  that,	  the	  clients	  come	  on	  their	  own.	  	  Branded	  products	  are	  
on	  hand.	  	  Some	  peer	  educators,	  parEcularly	  those	  working	  with	  
youth,	  even	  hold	  their	  group	  outreach	  sessions	  in	  the	  TOP	  Réseau	  
health	  clinics.	  	  	  	  

At	  the	  same	  Eme,	  the	  clinics’	  proprietors	  saw	  value	  in	  building	  their	  
own	  brands.	  	  TOP	  Réseau	  is	  a	  social	  franchise,	  so	  each	  clinic	  is	  
independently	  owned	  and	  operated	  but	  must	  conform	  to	  high-‐level	  
minimum	  standards.	  	  Each	  clinic	  operator	  keeps	  their	  own	  profits	  and	  

Mainstreaming Care
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thus	  benefits	  from	  a	  constant	  influx	  of	  clients,	  even	  if	  half	  of	  the	  clients	  are	  MARPs.
TOP	  Réseau,	  with	  193	  private	  clinics	  and	  170	  doctors,	  has	  become	  a	  well-‐known	  brand	  for	  
health	  care	  services	  in	  Madagascar.	  	  Due	  to	  the	  broad	  range	  of	  services,	  a	  paEent	  does	  not	  
feel	  sEgmaEzed	  walking	  in	  –	  the	  neighbors	  do	  not	  know	  if	  she	  needs	  a	  shot	  to	  prevent	  
pregnancy	  or	  needs	  to	  treat	  an	  STI.	  	  This	  may	  be	  one	  reason	  why	  over	  185,000	  people	  have	  
goSen	  STIs	  treated	  at	  TOP	  Réseau	  clinics.

The	  bungalow	  clinic	  has	  been	  a	  member	  of	  TOP	  Réseau	  for	  five	  years	  and	  has	  seen	  dra-‐
maEc	  changes.	  	  It	  has	  new	  and	  beSer	  equipment.	  	  Its	  staff	  members	  are	  beSer	  trained.	  	  It	  
has	  seen	  a	  big	  increase	  in	  clients	  –	  averaging	  about	  600	  per	  month	  –	  half	  of	  whom	  have	  
vouchers	  or	  are	  accompanied	  by	  a	  peer	  educator.	  	  Without	  USAID’s	  support,	  these	  people	  
would	  likely	  never	  have	  received	  proper	  services.	  	  At	  best,	  they	  might	  have	  bought	  an	  STI	  
treatment	  kit	  quietly	  in	  a	  pharmacy,	  treated	  themselves	  or	  asked	  a	  friend	  to	  inject	  them.	  	  
Now	  gePng	  health	  care	  from	  a	  qualified	  provider	  is	  normal.	  



Catalytic Effects
USAID/Madagascar’s	  HIV	  and	  health	  programs	  are	  insufficient	  to	  meet	  the	  growing	  de-‐
mand	  for	  services.	  	  Madagascar	  suffers	  from	  low	  access	  to	  primary	  health	  care,	  high	  rates	  
of	  STIs,	  and	  high	  birth	  rates.	  	  It	  also	  has	  high	  HIV	  prevalence	  among	  MSM	  and	  other	  high	  
risk	  groups,	  including	  and	  sex	  workers.	  	  

Through	  its	  partners,	  USAID	  has	  focused	  on	  working	  directly	  with	  the	  highest	  risk	  popu-‐
laEons,	  however	  the	  effects	  of	  these	  programs	  are	  oNen	  felt	  beyond	  these	  highest	  risk	  
groups.	  	  Among	  other	  things,	  USAID’s	  HIV	  programs	  are	  directly	  responsible	  for	  providing	  
funding	  for	  male	  condoms	  for	  HIV	  prevenEon,	  all	  the	  female	  condoms	  in	  Madagascar,	  
socially	  marketed	  STI	  kits,	  grants	  to	  MARPs	  associaEons	  and	  193	  TOP	  Réseau	  clinics.	  	  
Without	  this	  funding,	  these	  criEcal	  intervenEons	  could	  vanish	  and,	  with	  them,	  much	  of	  
the	  effecEveness	  of	  the	  overall	  reproducEve	  health	  program.	  	  

	   	   The	  effects	  of	  USAID’s	  HIV	  human	  rights	  acEviEes,	  although	  more	  
	   	   difficult	  to	  measure,	  are	  perhaps	  even	  greater.	  	  Groups	  that	  once	  stood
	   	   invisible	  to	  society,	  except	  as	  targets	  for	  ill-‐defined	  blame,	  are	  now	  
	   	   asserEng	  themselves.	  	  They	  have	  formed	  into	  associaEons,	  registered
	   	   themselves,	  and	  have	  begun	  to	  acEvely	  advocate	  for	  their	  rights.	  	  They	  
are	  using	  	   are	  using	  the	  law	  to	  reduce	  discriminaEon	  and	  to	  increase	  openness	  to	  	  
	   	   address	  sEgma.	  	  	  And	  by	  becoming	  peer	  educators	  and	  advocaEng	  for	  	  
	   	   treatment,	  they	  are	  supporEng	  their	  own	  to	  achieve	  beSer	  health	  
	   	   outcomes.

	   	   	   The	  integraEon	  of	  services	  at	  private	  clinics	  has	  increased	  
	   	   	   access	  to	  criEcal	  services	  for	  vulnerable	  groups.	  	  Madagascar’s
	   	   	   TOP	  Réseau	  clinics	  and	  branded	  health	  commodiEes	  reduce	  the
	   	   	   sEgma	  of	  going	  to	  an	  HIV	  or	  STI	  clinic	  and	  have	  clearly	  increased
	   	   	   usage.	  	  Sales	  of	  branded	  condoms	  and	  STI	  kits	  have	  more	  than
	   	   	   doubled	  since	  they	  were	  introduced	  in	  2000	  and	  2002,	  
	   	   	   respecEvely.	  The	  female	  condom	  has	  been	  introduced	  and	  
	   	   	   purchased	  190,000	  Emes.

	   	   	   USAID’s	  outreach	  work	  has	  created	  a	  vital	  bridge	  between	  the
	   	   	   formal	  health	  sector	  and	  hidden	  communiEes.	  	  Youth	  peer	  
	   	   	   educators	  have	  introduced	  their	  peers	  to	  sensiEve	  subjects	  such
	   	   	   as	  condoms,	  contracepEon,	  and	  STIs.	  	  MARPs	  peer	  educators
	   	   	   serve	  as	  a	  first	  line	  of	  defense	  against	  the	  HIV	  epidemic,	  STIs
	   	   	   and	  ignorance.	  	  These	  groups	  form	  vital	  linkages	  to	  the	  highest
	   	   	   risk	  HIV	  populaEons	  in	  Madagascar.

	   	   	   Although	  founded	  on	  the	  principles	  and	  best	  pracEces	  of	  HIV
	   	   	   prevenEon,	  each	  of	  these	  achievements	  transcends	  the	  strict	  
	   	   	   limits	  of	  HIV	  programming.	  	  

	   	   	   USAID’s	  HIV	  programs	  have	  not	  accomplished	  all	  of	  this	  on	  their
	   	   	   own,	  or	  enErely	  with	  HIV-‐specific	  funding.	  	  AddiEonal
	   	   	   health	  programming	  from	  USAID	  and	  support	  from	  the	  Global
	   	   	   Fund	  and	  World	  Bank	  have	  played	  a	  major	  role,	  as	  has	  support
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from	  the	  naEonal	  government.	  	  However,	  USAID’s	  HIV	  funds	  have	  directly	  financed	  sev-‐
eral	  criEcal	  and	  irreplaceable	  intervenEons	  and	  played	  a	  catalyEc	  role	  in	  supporEng	  other	  
vital	  programs,	  parEcularly	  those	  supported	  by	  the	  Global	  Fund.	  	  

USAID	  also	  contributed	  to	  the	  realizaEon	  of	  an	  extremely	  progressive	  2005	  law	  enEtled	  
"On	  the	  Fight	  against	  HIV/AIDS	  and	  the	  ProtecEon	  of	  Rights	  of	  People	  Living	  with	  HIV."	  

Without	  this	  support,	  it	  is	  not	  clear	  how	  or	  whether	  these	  programs	  could	  conEnue	  and	  
whether	  the	  integrated	  services	  constructed	  around	  them	  could	  stand.	  	  It	  is	  therefore	  
vital	  for	  this	  funding	  to	  move	  forward.

Remaining 
Challenges
The	  challenges	  for	  USAID/Madagascar	  will	  remain	  myriad	  
whether	  or	  not	  HIV	  funding	  conEnues	  or	  is	  zeroed	  out.	  	  Mada-‐
gascar’s	  concentrated	  HIV	  epidemic	  makes	  mass	  media	  or	  wide-‐
scale	  intervenEons	  dramaEcally	  less	  efficient.	  	  	  SupporEng	  peer-‐
to-‐peer	  intervenEons	  is	  far	  more	  effecEve,	  but	  is	  also	  more	  
costly	  and	  Eme-‐consuming.

In	  addiEon,	  USAID’s	  MARPs	  efforts	  have	  largely	  focused	  on	  the	  
extremes	  within	  their	  subpopulaEons.	  	  Very	  liSle	  is	  known	  
about	  Malagasy	  men	  who	  have	  sex	  with	  men,	  but	  not	  for	  
money,	  for	  instance,	  or	  about	  Malagasy	  female	  high-‐end	  com-‐
mercial	  sex	  workers.	  Each	  of	  these	  groups	  may	  comprise	  high	  
prevalence	  populaEons	  and	  be	  largely	  invisible	  to	  researchers.

Finally,	  Madagascar’s	  health	  problems	  –	  even	  its	  sexual	  health	  
problems	  –	  are	  not	  remotely	  limited	  to	  HIV.	  	  High	  levels	  of	  male	  
circumcision	  and	  geographic	  isolaEon	  may	  have	  reduced	  the	  
spread	  of	  HIV	  among	  the	  general	  populaEon,	  but	  sexually	  
transmiSed	  infecEons,	  high	  birth	  rates	  and	  low	  access	  to	  health	  
care	  provide	  evidence	  that	  far	  more	  work	  remains	  to	  be	  done.
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